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Abstract 
 
Our understanding of the experience and consequences 
of pain, whom it affects, and the development of 
effective interventions for chronic pain has been mostly 
gleaned from studies of tertiary-level chronic pain 
patients. Such patients are a small subset of total pain 
sufferers and unlikely to represent the majority of people 
with pain. The first step in furthering our understanding 
of these issues is to examine the prevalence and the 
nature of significant pain in a non-tertiary setting. To this 
end, questionnaires were mailed to 7896 households 
across 10 randomly chosen postcode districts. Pain was 
experienced by 56% of respondents. Acute pain 
(<3mths) was most frequently reported in legs and head 
whereas chronic pain (≥3mths) was most common in the 
back. On average, respondents could not complete 8 out 
of 24 tasks of daily living. Approximately one-third were 
classified as high disability. Contrary to previous clinic-
based research, acute and chronic sufferers did not differ 
on levels of depression, pain-related anxiety or disability. 
Although further research is required to confirm these 
preliminary findings, these results suggest the focus for 
community-based clinics should be on improving 
function, rather than reducing psychological symptoms, 
which appear to be already low. 
 
The study of chronic pain has typically involved 
chronic pain patients. From such studies, it is well 
documented that chronic pain is associated with 
depressive symptoms (Lepine & Briley, 2004), lower 
quality of life (Lame et al., 2005), and disability 
(Arnstein et al., 1999). Compared to normal population 
data on anxiety, depression, and social wellbeing, 
chronic pain patients are less well (Becker et al., 1997). 
Missing from the research in this area is knowledge 
of the broader experience of pain, for example, the 
experience of chronic pain by groups not currently 
defined as “patients”, or people with longstanding 
intermittent pain. This knowledge is important to 
inform the development of transitional models of acute 
to chronic pain. Such models are few and those that 
exist have yet to be thoroughly empirically tested. The 
current dominant model was proposed by Gatchel 
(1991) and suggests that disability and psychological 
distress will increase as pain becomes chronic, and 
continue to worsen as pain becomes more severe. The 
development of process models of chronic pain requires 
greater understanding of the whole spectrum of pain 
conditions. Further, treatment and rehabilitation 
planning relies on sound understanding of transitional 
processes to develop appropriate interventions which 
can be provided in a community setting, prior to 
disability behaviour becoming entrenched. 
Thus far, the few studies of community samples have 
found that the experience of pain in such groups in not 
 uncommon (approximately 1 in 5 people in NSW and 
QLD report chronic pain (Blyth et al., 2001; Lang et al., 
submitted). Further, chronic pain in community samples 
(a) interferes with activities of daily living (Blyth et al., 
2001), (b) results in greater use of health care services 
(Blyth et al., 2004), (c) is associated with depressive 
symptoms (Breivik et al., 2006) and lower quality of 
life (Hoffman, Meier, & Council, 2002), and (d) 
substantial work-related costs (increased absenteeism 
and workers’ compensation litigation, and decreased 
productivity) (Blyth et al., 2003). This highlights the 
costs of chronic pain, even for people who do not 
present to a tertiary clinic setting. Early intervention for 
people with chronic pain in the community is important 
to reduce the psychological cost for the individual and 
financial costs on healthcare systems and employers. 
Little is known about other ongoing pain conditions 
as there has been comparatively little research on 
people with pain who do not meet the definitions for 
chronic pain, yet have an ongoing or recurring pain 
condition (e.g., migraine). Lastly, while chronic pain is 
different to acute pain conditions, all chronic pain starts 
as acute pain. An examination of the total pain 
experience in the community should therefore include 
acute pain. This is necessary to map the pain trajectory. 
The aim of this paper is to describe the experience of 
pain in a Queensland community sample. This paper 
will focus on those people who meet the criteria for 
chronic pain, those who have ongoing (non-chronic) 
pain, and those who describe an acute pain experience, 
as an important preliminary step to developing 
transitionary process models of chronic pain. 
 
Method 
Participants 
Participants were recruited through a community mail-
out. Adults experiencing significant pain1 (defined as 
pain for >24 hours in the previous fortnight) completed 
a questionnaire. Consent was inferred from the return of 
a completed questionnaire. There were 813 completed 
questionnaires returned. After inspection of the data, 
five respondents were excluded (four respondents were 
aged less than 18 years and one respondent nominated 
that their permanent address was in NSW) yielding a 
final sample of 808 adults.  
The pain characteristics of respondents were analysed 
to permit identification of four groups, defined 
according to international criteria (International 
Association for the Study of Pain, 1986). The first 
group was the pain-free group, which included 351 
respondents without pain. Of the remaining 457 people 
with pain (56.56% of the total sample), there were: 331 
people (40.97%) who met the criteria for chronic pain2 
                                                 
1 Pain related to a diagnosis of, or treatment for, cancer, was 
excluded 
2 Pain for a minimum of 3 months on most days 
(chronic pain group); 35 respondents (4.33%) who 
experienced pain for a minimum of 3 months on some 
but not most days (intermittent long term pain group); 
and 52 respondents (6.44%) with pain for less than 3 
months (acute pain group)3. 
 
Measures 
The questionnaire included a number of standardised 
measures of pain and disability (described below), as 
well as items about demographic information.  
 
Graded Chronic Pain Scale The GCPS: (a) provides a 
comprehensive measure of chronic pain severity, 
accounting for both level of pain and associated 
disability, (b) was designed for use by people with pain 
at all anatomical sites resulting from a variety of causes 
(c) and has good internal consistency (range α=.79-.84; 
Von Korff et al., 1992). This 7-item scale is appropriate 
for epidemiology studies (Von Korff et al., 1992). 
Individuals with pain are categorised into four severity 
grades – I low disability-low intensity; II low disability-
high intensity; III high disability-moderately limiting; 
IV high disability-severely limiting (Von Korff et al., 
1992). 
 
Roland and Morris Disability Questionnaire The 
RMDQ has 24 items (Roland & Morris, 1983a, 1983b). 
The RMDQ is a commonly used measure of disability, 
originally developed to measure disability associated 
with back pain. Test-retest reliability is good (α = .91). 
Consistent with other research (e.g., Jensen et al., 2003) 
the RMDQ was modified for use with all pain 
conditions by replacing the word ‘back’ with ‘pain’. 
Responses are scored as 0 (did not apply) or 1 (true). 
The total score indicates disability severity; higher 
scores reflect greater pain disability (range 0-24). The 
RMDQ items target daily activities.  
 
Center for Epidemiologic Studies Depression Scale 
The CES-D is a 20-item measure of depressive 
symptoms (Radloff, 1977), developed for use with the 
general population. Internal consistency is high (α = 
.84-.90). Respondents mark the frequency of their 
feelings or behaviour on a 4-point likert scale ranging 
from 0 (rarely or none of the time) to 3 (most or all of 
the time). Scores are summed; higher total scores reflect 
greater depressive symptoms (range 0-60).  
 
Pain Anxiety Symptoms Scale The PASS measures 
pain-related anxiety (McCracken, Zayfert, & Gross, 
1992). The 20-item version was used, which has good 
internal consistency (α=.91; McCracken & Dhingra, 
2002). Respondents are instructed to provide 
behavioural frequencies for specific anxieties from 0 
                                                 
3 Pain respondents who did not nominate a length of time for 
their pain symptoms were excluded from these analyses. 
 (never do) to 5 (always do). Responses are summed to 
calculate a total score (range 0-100).  
 
Fear Avoidance Beliefs Questionnaire The FABQ 
uses 11 items to measure fear-avoidance beliefs 
associated with back pain and (a) physical activity (4 
items; α =.77) and (b) work (7 items; α =.88) (Waddell 
et al., 1993). Each item is responded to on a 7-point 
likert scale, anchored at each end with ‘strongly agree’ 
and ‘strongly disagree’. Like the RMDQ, the items 
were modified to reflect all pain complaints by 
removing the word ‘back’ from the questionnaire. Items 
are summed. Higher scores reflect stronger fear-
avoidance beliefs.  
 
Procedure 
Questionnaires packs were mailed to 7896 households 
across Queensland. Households were randomly chosen 
from 10 postcode areas, stratified by remoteness. One 
postcode area was randomly selected from each of these 
of the six shires or cities in the greater Brisbane area to 
represent residents of metropolitan areas. Using ARIA4 
codes, one postcode was randomly selected from each 
of the other four remote classifications. Within each 
postcode area, 800 residential addresses were randomly 
selected to receive the mailed questionnaire5.  
Survey recipients completed the questionnaire if they 
had pain. Households where all adults were pain-free 
were asked to have one person complete only the 
demographic section. Participants were offered entry 
into a holiday draw on return of a completed survey. 
Statistical analyses were evaluated against α of .05. 
 
Results 
The four groups were compared on the following 
demographic variables: gender, age, relationship status, 
and the number of adults who resided in the household 
(see Table 1). Chi-square analyses revealed a higher 
proportion of females in the pain-free respondent group 
and a relatively lower proportion of females who had 
chronic pain, χ²(3)=14.88, N=763, p=.002. 
A between-groups ANOVA assessed the relationship 
between pain status and age. There were significant 
differences between the groups, F(3, 755)=6.536, 
p<.001. Post-hoc comparisons revealed chronic pain 
respondents were older than respondents in all other 
groups. In addition, the acute pain respondents were 
younger than the pain-free group. 
 
Table 1: Demographic characteristics of the four groups 
 
                                                 
4 Accessibility/ Remoteness Index of Australia codes classify 
geographical locations based on accessibility to services 
(Australian Dept. of Health and Aged Care, 1999). 
5 One district had only 696 postal addresses; therefore less 
than 800 residential addresses were targeted.  
Pain status Demographic 
variables Pain-free Acute 
Inter-
mittent Chronic 
N 351 52 35 331 
% Female 73.5 63.5 77.1 60.5 
Age - Mean  51.15 44.29 48.18 53.94 
SD 17.24 14.60 13.66 15.00 
% Partnered 66.1 70.6 88.6 70.8 
# adults in 
house – Mean 
 
2.03 
 
2.27 
 
2.23 
 
2.14 
 SD .82 .99 .69 .85 
 
Greater proportions of the intermittent long-term pain 
group were partnered (married or in a de facto 
relationship) than the other groups χ²(3)=14.88, N=763, 
p=.042. In contrast, the pain-free group had less 
partnered respondents. A between-groups ANOVA 
revealed that there were no differences for number of 
adults living in the household between the pain groups, 
F(3, 745)=2.079, p = .102. 
 
Characteristics of pain 
The characteristics of the pain reported by the three 
pain groups (acute, intermittent long-term, and the 
chronic) were compared to examine the nature of pain 
experienced by people in each group.  
First, pain respondents nominated their most painful 
area of the body. Frequencies were calculated for each 
body site for each of the pain groups. The sites which 
were endorsed by at least seven percent of one of the 
pain subgroups (an arbitrary cut-off) are shown in Table 
2. The most frequently reported site of most severe pain 
among acute, intermittent, and chronic pain participants 
differed (i.e., legs, neck, and lower back, respectively).  
A between-groups ANOVA revealed a difference in 
the number of painful sites between the three pain 
groups, F(2, 214) = 9.872, p<.001. Dunnett T3 analyses 
revealed the chronic pain group (M=2.80; SD=1.68, 
range 1-10) reported a greater number of painful sites 
than either other group. There were no differences 
between acute (M=1.80, SD=1.30, range 1-8) and 
intermittent pain groups (M=2.20, SD=1.16, range 1-6). 
 
Table 2: Endorsement frequency (%) of most severe 
pain site by each pain group 
 
Location of pain Acute pain 
Inter-
mittent 
pain 
Chronic 
pain 
Head  14.6 18.8 2.9 
Neck  8.3 31.3 10.2 
Shoulder/s 8.3 6.3 9.5 
Upper back 4.2 3.1 10.2 
Lower back 12.5 31.3 30.9 
Leg/s (incl. knees) 20.8 3.1 17.1 
Wrists & Hand/s 10.4 0.0 4.7 
 
 An independent groups t-test was conducted to 
examine whether chronic pain or intermittent long-term 
groups differed on the length of time they had 
experienced pain. There was no difference between the 
chronic pain and intermittent long-term samples, 
t(33.21) = 1.70, p = .098 (equal variances not assumed). 
 
Pain-related Disability  
A number of analyses were conducted to determine 
whether there were differences between the pain groups 
on pain-related disability measures and measures of 
associated psychological distress. For psychological 
distress, between-groups ANOVAs revealed no 
differences between the groups on pain-related anxiety 
(PASS scores; F(2, 365)=.769, NS), nor depressive 
symptoms (CES-D scores; F(2, 353)=2.637, NS).  
Analyses performed to compare pain groups on their 
fear-avoidance beliefs (FABQ scores) and disability 
(RMDQ scores) yielded a similar pattern of results. 
Specifically, a significant between-groups ANOVA, 
F(2, 362)=8.164, p<.001, with Dunnett T3 post-hoc 
comparisons showed greater avoidance beliefs in the 
chronic pain group (M=33.32; SD=16.90) compared to 
the intermittent group (M=21.82; SD=13.17) and no 
other significant post-hoc comparisons. Using RMDQ 
scores, a significant ANOVA, F(2, 412)=7.264, p=.001, 
with Dunnett T3 follow up, showed greater disability 
reported by chronic pain (M=8.06; SD=5.75) compared 
to intermittent respondents (M=4.57; SD=4.52), and no 
other significant group differences.  
Further examination of the level of disability reported 
by pain groups using a standardised classification 
scheme was undertaken. Chi-square analyses showed a 
difference in GPCS scores across pain groups, 
χ²(6)=27.513, N=368, p<.001. Table 3 shows the GCPS 
classifications for each pain subgroup. Few participants 
in the acute or intermittent pain groups were classified 
as grade IV. The intermittent long-term group were the 
least disabled; 60% were classified as grade I. Chronic 
pain respondents were spread across the classifications, 
although the greatest proportion was in the grade II. 
 
Table 3: GCPS grade by pain subgroup (%) 
 
GCPS Grade Acute 
pain 
Intermittent 
pain 
Chronic 
pain 
I: Low disability – 
low intensity  41.3 60.6 24.2 
II:  Low disability – 
high intensity 28.3 30.3 43.6 
III: High disability – 
moderately limiting 23.9 3.0 17.3 
IV: High disability – 
severely limiting 6.5 6.1 14.9 
 
Discussion 
This paper provides preliminary data on the nature of 
pain experienced by a Queensland community sample. 
Due to the sampling technique used, designed to 
achieve a random sample of pain respondents, these 
results provide an important perspective on pain in the 
general community, addressing a need for research that 
extends beyond investigations of chronic pain patients 
alone. Such a perspective is important to develop and 
refine transitional process models of pain, and inform 
treatment and rehabilitation services. 
Overall, 56% of the sample reported pain. The 
majority of respondents (40.97%) met the criteria for 
chronic pain, with a smaller number of participants 
reporting an acute (6.44%) or intermittent pain 
condition (4.33%). This suggests chronic pain is a 
substantial problem in the Queensland community. 
The demographic characteristics differed between 
each of the groups. In brief, the chronic pain 
respondents were mostly female, older than the other 
respondents, and more likely to be partnered than the 
pain-free respondents. The intermittent long-term pain 
respondents were also mostly female, and the most 
likely to have a partner. The acute pain participants 
were the youngest group. As there were a high 
percentage of female respondents in the pain-free 
sample, some of the variance in gender may be due to 
respondent bias; within each household, female 
members were more likely to respond to the 
questionnaire. However, greater proportions of female 
pain sufferers are consistent with other research (Blyth 
et al., 2001). Similarly, older age has been previously 
associated with chronic pain (Blyth et al., 2001). While 
it is supposition, one possible explanation for the 
relative youth of the acute subgroup may be that 
younger adults engage in activities which are more 
likely to result in acute injuries such as sporting 
matches, heavy trades etc. It is also interesting that 
respondents with a pain condition were more likely to 
be partnered, compared with the pain-free participants, 
as some research suggests that a spouse may prolong 
chronic pain behaviour through secondary reward 
processes (Jensen et al., 1994) but this is yet to be 
demonstrated for other pain conditions like acute pain.  
In terms of the nature of the pain, the most common 
site of severe pain for each of the groups differed; leg(s) 
for acute pain, neck for intermittent long-term pain, and 
lower back for chronic pain. Chronic pain respondents 
endorsed a greater number of pain sites on the body. 
This is may be due to the pain sensitisation process that 
is hypothesised to occur once pain becomes chronic 
(Bement et al., 2003). The pain-free periods that the 
intermittent respondents have may negate this effect. 
This study investigated the characteristics of various 
types of pain because transitional models of pain, such 
as that proposed by Gatchel (1991), suggest that 
disability and psychological distress will increase as 
pain becomes chronic, and continue to worsen. 
Contrary to predictions based on such models, there 
were no differences between the pain groups on 
depressive symptoms or pain-related anxiety. Further 
 examination of current models using longitudinal data 
may be required to understand the relationships 
between psychological distress variables and pain. 
The influence of pain on disability was less clear. 
There were no differences between the chronic and 
acute pain samples on the number of common daily 
activities with which pain interfered (RMDQ score). 
Intermittent long-term respondents reported less 
disability than the chronic pain respondents, perhaps 
because intermittent respondents had fewer days of 
pain, whereas other respondents’ pain was more 
constant. However, classification by the GCPS showed 
that chronic pain respondents were the most disabled, 
followed by the acute and intermittent pain participants. 
The difference in the scores may be explained by the 
time period which each measure examines. The RMDQ 
focuses on ‘today’, whereas the GCPS focuses on pain 
and disability over the previous 3 months.  
The findings reported here need to be interpreted 
cautiously. Our response rate was disappointing and 
follow-up for non-respondents was not possible because 
of the recruitment strategy used. Compared to census 
data, it seems likely that there was a respondent bias 
overall towards older, female respondents, suggesting 
that these results may not generalise as well to the 
broader community and are probably most useful when 
try to understand the pain experience of women. Whilst, 
future research is needed to replicate our results and test 
their generalisability, it is important to remember that 
other research has also reported higher pain prevalence 
rates for females and older respondents. 
In conclusion, this study provides preliminary 
information about the demographic and pain 
characteristics of people who experience acute, 
intermittent, and chronic pain conditions; data that 
encompasses the whole spectrum of pain conditions. 
Further, through consideration of the characteristics of a 
non-clinical chronic pain sample, this study may inform 
and improve the design and delivery of chronic pain 
assessment and treatment services for people who are 
yet to present to tertiary referral treatment centres.  
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